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Executive Summary

Maryland, under agreement with the Centers for Medic&rtedicaid Services (CMS), launched the All
Payer Model (Model) in 2014 to transform the health care delivery system and impaogenhile
moderatingcost growth The Model changed the way Maryland hospitals provide care, shifting away
from a financing system based on volugfeservices to a systefvasal on hospitaispecific global
revenues with overlying valdeased incentives/Vhile still in the early stages atinsformation,

Maryland is already demonstrating that an-pélyer system accountable for the total cost of hospital
care on a per capita basis is an effectwendationfor advancing the goals of delivering better care,
better health, and lower costn the first two and onehalf years of implementation, Maryland met or
exceeded the key agreement measures for limiting hospital cost growth on-payat basisproviding
savings to Medicarand improving quality.

The hospital sector has achieved somecgss in transforming the delivery system, shifting its efforts to

focus on providing care coordination, improving quality of care, and providing care management and

supports for complex and higheeds patientslnitial efforts of providersand payers to aganizebeyond
KaLAdlrfta G2 LINIHGAOALIGS Ay GFlAy3d NBaLRyaroAtAde
homes of commercial payers, recently initiated chravaditionhealth homes of Medicaid, and

Accountable Care Organizations (ACOs)whhencompass aboutonéd KA NR 2F al NBf | yRQA&
beneficiaries by 2017.

The AllPayer Model Agreement (AgreemetigtweenCMSand the Sate of Marylandcalled for

Maryland to submit its plans to extend the Model to limit the growth in total costawé for Medicare
beneficiaries in a second term that will begin on January 1, 20t@. this document, Maryland is

adzo YAGGAY 3 A G aPlanpwliBirg NspeoposaPty acdorhplisyf the expanded systeite

goalsandii 2 I RRNXB & & | &f kSudifigiiHe M&ii@aidosE® 2 dlihl dligiblsé Ay G KS ySEQ
iteration of the Model.

al NEfFYRQA& OAaAz2Yy T2N G§KS y S EénteiedSchidy, foeF clinicklS a2 RSt
innovation and excellence in care, improve population healtit, @moderate the growth in costs, on a

statewide basis and in the glhyer environment through the transformation of the health care delivery
system.

The State with a robust stakeholder procesRS&aA I3y SR (KS t N2INBaaAz2y tfly
and oucomes for alsixmillion Marylandersimplementation will first focus on a targeted subset of
approximately 800,000 Medicare fder-service(FFSpheneficiaries, many of whom would benefit from

more robust care management structutgsarticularly the dukeligide population and patients with

complex and chronic conditions. The Plan also seeks to address the broader population through more

robust preventionefforts and caresupports aimed atimproving the lives of individuals ameducing

their needsfor future health cardnterventions in highecost settings.

With itsinitial focus on hospitals, the Alayer Model creates a foundation foealth carepayment and
delivery transformation for all patients and payeiSustaining and expanding the succekthe current
Model, which startswith hospitalglobal evenuesandvaluebased incentivesare central goals of the
Plan As Maryland moves to the second term of the Model in January 2019, providers will take on
increasedesponsibility for healtlof the population careoutcomes, and total cost oee for Medicare
and dual eligibléeneficiariesHospitals cannot accomplish this alone. ThePalyer Model must
increase collaboration with physicigrmther providers of cargpayers, and consumers

The Plan lays odive strategies toexpand beyond the current Modas:
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1. Foster accountability bygupportinghospitals, physiciansand other providersas they organize
to take responsibility forgroups of patients or populations within a geographic area
Accountability structures enable groups of providers to take increasing responsibility for care
delivery and health outcomesas well as the Medicare total cost of care over time.

2. Align measures and incentivdsr all providers with the goals of the AlPayer Model.The Plan
intendsto create a system of cooperation and aligned efforts in which physicians, hospitals and
all types of providers work together, along wjthyers andealth care consumers, improve
care andbffer supports forall Marylanderswith a particular emphasis anosewith serious
and chronic conditionsStreamlined measures and incentives will be develapeuelp
providersclearly focus on common goals.

3. Encourage and develop payment and delivery system transformatio drive coordinated
efforts and systerawide goals The Model musbuild increasedollaboration with physicians
and other providers of care. New delivery approaches supported with aligned payment models
and incentive structures will help accomplislisth

4. Ensure availability of tool$o support all types of providers in achieving transformation goals.
Maryland will use private resources and pufgiivate resources where implementation is
facilitated through cooperation to support transformation.

5. Devote resources to increasing consurmargagementMaryland willsupport the development
of the Model totransform its health care delivery system with consurdeven and person
centeredapproaches.

The Plan also lays out continued development and sgalirefforts underway to support complex and
high-needs patients, new efforts to support chronic care management and prevention, and further
payment and delivery system transformation to help drive coordinated efforts and systdengoalsof
better care ad health outcomes, all of which are also designed to reghatentially avoidable
utilization in highefacuity settingsThese include:
1 Increasing the scale and scope of efforts to coordinate care for complex anddwgls patients
who are already usinggigh-acuity resources
1 Increasing efforts to provideigh-quality, efficient episodes of care, including care provided in
post-acute settings
9 Using resources and flexibility provided in the recently approved Care Redesign Amendment,
Medicare Access and GHReauthorization Act (MACRAlpng with newly requested flexibility
to engage the broader care delivery system in aligned efforts
1 Extending chronic care management and prevention to Medicare beneficiaries through a
Maryland Comprehensive Primary Caredé|, based on th&€omprehensive Primary Care Plus
(CPCymodelfromCMS Yy R RS&AAIYSR (2 62NJ] ¢ xoskppoatthdlBf | yYRQA
needs ofdual eligiblendividuals
1 Evaluating and implementing payment models and incentives foraoste and legterm care
that optimize these resources and use them in more flexible ways to improve care for Medicare
anddual eligiblebeneficiaries

Maryland has a strong base to achieve this, building on the accountability and care transformation
initiated underthe hospital global revenue system and developing in the broader systanyland also
has advanced tools througtsiunique Health Information Exchan@dlE) the Chesapeake Regional
Information System for Our Patients (CRISMR)¢chfurnishesa foundatian for deliveringincreased
information at the point of care, leveraging investments in Electronic Health Rediris)and
supporting better care coordinatiofCRISI a private nofor-profit organizatiorfocused on supporting
infrastructure needs that can best be accomplisitedperatively, augmenting resources of payers,
health systems, and providers.
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The 2014 Agreement requsdlaryland to meet certain performance metrics, including limiting all

payer growth toan annualtarget of 3.58percentover five years and achieving $330 million in Medicare

savings over five years, as well as quality performaagairements Under the Plan, Maryland will

continue to limit the growth in hospital revenues on anyer [asis, recognizing that the specific

targets will need to be revisited periodically based on environmental faditasyland and CMS will

YySSR (2 FANBS 2y &l gAy3a (viddEoSisifér thdldedond fiehm@®Bthell 2 a SR A
AgreementMarylard and CMS will alsaldressoutcomesgoals that will be incorporated intealue

based paymentsThe State will need to work closely with its partners at CMS to finalize the terms of the
Agreement and carefully craft the federal toalsd flexibilitiesthat will be critical to success.

¢CKA&a tNRINBaarAzy tfly 2dzifAySa | YOAGAZded 3I21ta F2
different strategies are designed to complement one another and rely on efforts from different parts of

the delivery systemAs Maryland moves from planning to implementation, a humber of key topitis

need to be more fully developedlhe implementation timelinenust balance thehallenges thathe

delivery systenwill face duringsignificant transformation anthe needto meet the demands of a
changingenvironment suchas theaging of thepopulation andViodel performancerequirements.The

Plan proposes potential dates by which each initiative will be further develdgeziability to fully

implement and scale the proposetirategies will take timeAt all stagesimplementation ofthe Plan

will be guided by the desire to better serve Marylanders

al NBf | Jpayer Bodel Progression Plan outline& S { olrdralifi@r@edvorkfor extending the
current Model to encompasdss approach to limigrowth in Medicare total cost of caend Medicaid
costs for dual eligible§ he Plan provides an overview of strategies and components that will be
developed andmplemented to accomplisthese goalsEach componenif the Planwill contribute to
the management of total cost of care growdind transforming care deliveretails regarding specific
components, such as thdaryland Comprehensive Primary Care Maaledl theDual Eligible
Accountable Care Organization, will be submittedancept outlines and other supporting documents.

Redesigning primary care to achieve better overall population health outcomes, in concert with
GFNBSGAY3 GKS {0 (S Qaneddsiphitiddsyivith spesididts antl Sdndnityr Y R NRA & A
providers prepares Maryland for success in the second term of the Model; it prepares primary care and
other physicians and practitioners for success in the era of new physician payment systems associated
with changes in MACRA,; and most importantly, it builds needpgdartsfor patients. The

transformationof primary care in Marylaah coupledwith the hospital global revenues and the planned
care redesign programs, will create a unidalkoratory of alignment across physicians, hospitals, other
providers, and care magers implemented in an ghayer environment.Likewise, the Plan introduces
geographic approaches beyond hdapplobal revenues that enabMaryland to continue to support
transformation of health cargparticularlyin rural areas. The Plan provides a framework that leverages
resources in local communities, taking into account the services and supports that can be provided
locally.
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l. Introduction

On January 1, 2014, the State of Marylandhpenently shifted away frorits 35yearold statutory
hospital waivenfa SRA OF NBE Qa LINEsistelfsOniekcefige fdt afiwe&r gieement with
the Centers for Medicar& Medicaid Services (CMShis new
agreement referred to as the AlPayer Mbdel Agreement
(Agreementy has beerfocusedinitially on the per capitatotal : _ )
cost ofhospitalcare Its goal was to transform the delivery | Flan is the goal of improving
system to improve carévaryland made this change because itPrevention, care and support for
believed that the volumeincentives created bthe oldwaiver | Marylanders with complex and
testt which had focused on limiting growth in Medicare cosf chronic conditions by building a
per admission deterred Stateefforts to redesign its delivery | system of cooperation and

At the heart of the Progression

systemto achieve the goals of delivering bettesire better aligned efforts in which
health, and lower costThe new AlPayer Model (Model) physicians, hospital®ther
effectively changed the way Maryland hospitaksre for providersand patients work

patients and the way thatospitalcare is financedWhile still
in the early stages dfansformation Marylandis already

demonstrating that an afbayer system accountable for the
total cost ofhospitalcareon a per capita basis & effective model foadvancingts goals.

together.

Even in 2014, Maryland and CMi&erstoodthat more changes in health care payment and delivery

would be needed to alighospitals, physicianandother providersto further improve care for
Marylanders.Accordingly, and as a required part of the Agreement, Maryland stakeholders have
RSOSt 2LISR (KA & R2 Odzy $Pai)Fhichupdatesand vahded B HA B Y Y RO & v ¢
strategies to improve care and health outcomesile limiting spending growth over tim&he Plan

describedi K S { systein@d® fransformatiorwith implementationbeginning in 201, continuing

through 2018 andeading to a second term and additional progression in 2019 and beyond.

At the heart of this Plan is the desire to better serve Marylandeh®se who bar the weight of

navigating a complex health care delivery systéralso aims to improve care in the community to

prevent and managehronic conditionsTosupport the health and welbeing of individuals as they

move across care settingsllaborationacross the spectrum of health care delivespecessary

Therefore, thePlanexpands beyond hospitals to address other parts of the health care system that must
be involved in changes to achieve meaningful sysidde
transformation. The Plan leveragesdainuilds on the hospital per

'I:h‘i\sProgresvsiE)n Plan _ capita model by expanding efforts smpporthospitals physcians
SELI} yRa al-NE andotherprovidersas they organize to engage patients and take
Payer Model beyond on increasing responsibility for systemide goals.

hospitals to achieve systenr

) _ The Plamwill involveMaryland residents aparticipantsn the
wide transformation of

proposed system changds aims toengageMarylandhospitals,

healt_h care delivery with physicians, otheproviders, patients, communities, payers, public
physicians, as well as othel health professionalsind Statepolicymakersn its innovation
providers. efforts and payment and delivery system transformati@hile the

Plan will start with a stronger focus on Medicare beneficiaries,
includingdualeligibleswho could benefit from additional supports
the design process will alpoeparefor applicability on an albayer basis

Thefive keystrategies2 ¥ G KS { (I { S Qade tat (NPsENIScduntaRitfor systemylide
and patientlevel goals(2) alignmeasures anthcentivesfor providersacross the continuum of caré3)
encourageand develop payment and delivery system transformatidnensure availability of took®
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supportall types ofprovidersin achieving transformation goaland (5 devote resources tmcreasing
consumerengagementThePlanstrategies and key ementswill build onthe strong foundatiorof the
hospital globarevenuesandbe designed to work in concert with one another and with other crltica
innovations under way in thet&e.

Byproposing an overall strategy forganizingjncentivizing, andgupportingall types ofproviders in

health care transformatiorthis offers CMS an opportunity to use Maryland asinique statewide

testing ground for implementing synergistic, valoased strategiethat encompas$iospitak, physicias
and other providersn an allpayer environmentMaryland believes thiRlanwill permit CMS to

evaluate the effectiveness of particular strategies and to assess the potential for replicating them in
other states. Further, thprocess by which public pass work with others to achieve greater progress in
longterm care transformationcostand population healttin Marylandcouldserve as a national model.

In summary, lhis document provides background thre existing Modehnd the challengefaced by the
Maryland health care system, adéscribes the strategies Maryland proposesnove forward in a
public-private partnership aimed at bettering the lives all Marylanders Maryland submits thi®lanto
CMS tabuild on the successes of tleerrent Agreementand to broaden the scope of health care
delivery transformation in the State beyond hospitdlkis Plamproposes to enter into a secoriermof
Agreementwith CMS effective January 1, 20Bforts to prepare for this second term will begin even
earlier,owing to the opportunities presented by the Medicare Access and CHIP Reauthorization Act
(MACRA)whichcreatesnew and attractivanethods of physician engagement andeginto effect in
2017.

Il. Background
A. Statusand Challenges d¥laryland AllPayer ModelAgreement

Prior to January 1, 2014, Maryla@di I A @S NJ 2 FhospiaRrbspdctNdpa@ydnent systems was
based on limiting growtmia S R A Odo¥@@r@admissionOn January 1, 2014, Marylastarted anew
five-year Agreement with CM{Bat broadenedhe rangeof accountability to includ¢he total cost of
hospitalcarefor all payerson aper capitabasis Under thenew Mode] the hospital financingystem in
Maryland hasnoved almost entirely away froimne based ornvolumeof services to a systetvasal on
hospitatspecificglobalrevenueswith overlyingvaluebased incentivedJnder this new approach
hospitals araesponsibldor costswithin a global revenue cap, and carakeinvestmentsin care
transformations that improve care and prevegmtentially avoidable utilization without concerns about
revenue declinewhich is a significant barrier in a traditional fiee-service(FFSinodel. Major
achievements of thModelincludetransformation of payment and delivery systerttse creation of
demonstrable value,sustaining rural health carand the adoptiorand continuous improvemeruf
support tools,as described below

1. Payment andDelivery System Transformation Efforts Underway

Fragmentation within the United Stat@sealth care delivery sgem is avidely-recognizedproblem. In
Maryland,the Agreementhas addressed this challenge by beginning to fund hospital initiatives
strengthen care coordination and care transitiomish the goal ofprovidingbetter support for patents
before andafter hospitalizationsfFor exampleMarylandhospitals have takeresponsibilityfor
managingpatient carebeyond the hospital stay through the development of pdisicharge programs.
Many of theseprogramsincludesocial servicethat areneeded forpatiS y i & Qeing,&uthtas
transportationassistanceaccess to foogand other home supports
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Maryland lospitals physicians and oth@rroviders arecoming togethetto transform delivery systems
These partnershipare designed to meet th@eeds of their shared patients, particularly thosho are
vulnerable and reduce potentially avoidable utilizatidPartnerships have focused amitiativesthat
support complex and higheeds patients who use extensive healthcare resougiest of the® efforts
are in early stages of implementation and mashtinue to mature The pool ohigh-needs patientswill
increase with the aging populatiamless the Statéocuses orpreventing the escalation of chronic
conditions and bettecommunity-basedaccessand supports for individualsith chronic conditionsAs
described in this document, systewide care redesign that incentivizes the right care to be given at the
right time and place is necessaryaochievebetter health outcomes and cost performanas Maryland.
Clearly this effort must move beyond hospitals and into the greater community otcareate
sustainable success.

2. Creation of Value

The All-PayerModel has createdvalue for CMS other payersa | NBEf  yYRQ&a K2aLWAdGIfa |
consumersApproaching the end of the thirdalendaryear, with results through the third quarter of

calendar year 2016, Marylandet or exceeded the key Agreement measures for limiting hospital cost

growth, while alsoimproving quality.

Despite unusually slow growth in national Medicare expenditures per benefitlanylandhaskept
aSRAOINBE K2alLWhAdlrt FyR G201t 0240 LISNI oSYSTAOALI NE
base yearQY 201B In its first twoyears, relative to national growth, the Agreement saved Medicare

$251 million of the $330 milliom hospital costshat is required over the fivgear demonstration.

Through August 2016, Maryland estimates hospital savings of approximately $178 tnilligimg total

hospital savings to an estimated $429 milli@xceeding thdive-year savings requirement. Medicare

hospital costs per beneficiary grea a rate4 percentlower in Maryland than the national growth rate

from 2013 through August 20164owever, he 2016 figures contaiestimatesthat could changdy

yearend, which could makeesults be less favorable for the remainder of 2016

At the same timeMaryland also kept the growth in hospital spending on apajler basis well below the
ceilings established in the Agreement, which were tied to the {targn growth of the economy

Maryland achieved cost savingeghile also improving several keyality indicators. For example, in
calendar year@Y 2014 and CY 2015, hospitadquired conditions for all payeras well as the gap
between Maryland and national Medicare readmission
The hospital sector has achieved rates both decreased. Figurka dzY Y NAT Sa al NBf Iy

success in shifting from volume to Performance ori K'S ! 3 NJse@ fefrigsi Q &

value. Progression toward the san Despite these improvements in casintrol and quality,
shift to value is now needed acros: more workneeds to be done iMaryland In CY2015,
the health caresystem. non-hospital spendindgor Medicarerose fastelin
Marylandthanin the nation, relative to the prior year.
Some of the increases in ndmospital spendings
expected in transitioning care to lowenst settingsEven thougtMarylandis ahead of its savings
requirements the nonhospitaltrend reinforcesthe need to focus on total cost cre in the remaining
years of the current termandthe second term of the Agreementh& Plan lays out an approatimat
builds2 y (i KS a 2aeheteMents Bylexphnding transformation to incluble continuumof
providers, implementing new and better data and tools to support efforts, and adding financial
incentives, programs, and accountabilitiddaintaining the pace of improvement under tivdodel will
be challengingsince improvements will increasingly rely on complex delivery system transformation
and coordinated efforts beyond hospitals.
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Figurel. Maryland AltPayer ModePerformanceélo Date

Performance
Measures

Targets

2014
Results

2016 Year-to-Date Results

All-Payer Hospital
Revenue Growth

<3.58%
per capita annually

1.47%
growth per capita

2.31%
growth per capita

(preliminary)?

0.35%
growth per capita

— . e $135m $178m
& . ; 2 m over 5 years 16m ‘ .
M e d_ICer Sévn,]»gs in (Lower than national average (2.15% below national $251m cumulat.lve $429m cumula?lve
Hospital Expenditures growth rate from 2013 base year) average growth) (2.22% below patlonal (4.60% below paﬂonal
average growth since 2013) average growth since 2013)
Lower than the
: = s s 80 $106
Medicare Savings national average $133m 350 "
in Total Cost of growth rate (1.53% below national $213m cumulative $319m cumulative
Care for total cost of care from average growth) (0.85% below national (1.63% below national
2013 base year average growth since 2013) average growth since 2013)
All-Payer Quality i =
Improvement Reductions  30% 26% _— 35% 1 duc 49%
in PPCs under MHAC reduction over 5 years reduction reduction since 2013 reduction since 2013
Program
0,
Readmissions s 57% 71%

Reductions for

< National average

reduction in gap
above nation

reduction in gap

reduction in gap

Medicare over5 years above nation since 2013 above nation since 2013
HOS"'é"iLg;Vz:? e to >80% 95% 96% 96%
N by year 5

Population-Based

L.2015figures forreadmissionsre preliminary because CMS is evaluating readmissiordata afterICD10.

2Yearto-date results compare the performanaeailable in calendar year 26 to the same months in prior year or
to the same months in the 2013 base year, as applicaipayer resenue through SeptembeMHAC through
Junejreadmissions through Juli¥edicare savingthrough August.

3. Sustaining Rural Health Care

Nationally, rural hospitals are facing severe financial challenges. Declining revenue, driven in part by
shrinking inpatiat demand, has been a major factor in deteriorating financial stability. Many Americans
living in rural communities rely on their hospital as one of their few sources of health care. Rural
hospitals also serve as anchors for population health initiati@ed are economic engines in what may
otherwisebe weak local economies. The need to improve prevention, care and support for individuals
in rural areas imtensifiedby population decline that results in an older remaining population with

higher levelof need.

However, reimbursement systems dominated by traditionaH@eservice arrangements do not

provide the opportunity for hospitals to further develop functions to improve prevention, care and
support. Fedor-servicereimbursementplaces too mul reliance on payment for inpatient services and
does not encourage a population focus. In this environment, hwapitalsare forced to prioritize
inpatient care, instead of playing a broader role in managing total cost of care and population health.
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The need for transformation in rural health care delivery is a bellwether for the larger health care
delivery system. Rural hospitals in Maryland experienced the challenges faced by rural hospitals
nationally. In 2011, Maryland initiated a global reveraystem forl0 of its hospitals serving rural
communities.

'YRSNJ GKS wnmm 3t 20 f 10NENSsyiarSioraat a tlaSsioimatiart NB 1 Y RQA
collaborative to develop care strategies to support patients beyond hospitals, reduce readmissions,
increase resources for population health, and share successful approaches. Rural hospitals accelerated
investments in care management strategies (e.g., placing social workers in emedggacymentsto

address medication needs, connecting patients to prir@are providers, and addressing social
determinants such as transportation). They also created rdigtiplinary clinics to provide intensive
supports to complex and higimeeds patients in the initial twin-seven days postischarge, educating

and stailizing complex patients before they returned to their primary care providers for ongoing care.
These and other initiatives accelerated the reduction of admissions and readmissions in these hospitals,
and with global revenue supports, these hospitalsavable to maintain financial viability and reinvest

the resources in needed community supports and care. After achieving some success, Maryland
extended the global revenue model for rural hospitals to all acute hospitals statewide in 2014.

In developinghe Progression Plan, Maryland continues to focus on local initiatives and sustainability of
rural health care. For instance, Section V. B. Key Element 1b describes plans for development of
accountability in local communities. Likewise, Section V. DEkeyent 3a describes the proposed
Maryland Comprehensive Primary Care Model, which is especially well suited to support primary care
practices in rural settings through care management resources and transformation support.

4. Next StepsAligning Provider#\crossthe Continuum of Care

Sincethe start of the Model in C2014, Maryland hospitals have bepaid undera global revenue
systemthat is designed to limitotal hospital spending per capit&dlaryland has achieved hoisal sector
gains by puttingstrongincentivesin placeto redesigncare deliveryHowever, the rest of the health care
systemin Maryland (e.g., physicians, pestute providers, etc.) continues to operatestlyon aFFS
basiswith financialincentives tied to volumeas opposed to valuélealth careservices are still often
characterized by fragmented care delivery, insufficient integration, and a lack oftteaed care.
AccountableCare Organizations (ACOahd Ratient-CenteredMedicalHome (PCMHprogramsare
making some progress in a&tiorating these problemdgyut ACOs and PCMHs curreritiglude less than
30 percent of theMarylandMedicareFFS$opulation.

Additionally, new Medicare Advantage plans have formed and entered the Maryland market. Next,
Marylandneeds totransform the delery of primaryspecialty, postcute, and londerm care.Further
refinement of hospital globakvenuesalong withstrategicalignment of the rest of the systenshould
yieldbetter outcomes and lower total spending.

ThePla& S ¥ T2 NI & pravidlersiagfaS<LtielkdmtMiutn 8f care and all residents in Maryland
will start with Medicareand dual eligible beneficiariebut are designed to facilitate inclusion of other
patients and payersver time.A canmitment to altpayer principles will benaintained throudp a focus
on implementing initiativeand performance measures that can be applied across payers and
accountable entities, at an appropriate time, with the right conditions. This is important to help drive
system transformation, increasaministrative efficiency, and reduce hassle for providers

Maintaining the integrity of the currerttospital modeh & ONAR GAOIFf G2 GKS 2y 32Ay3
health care systentach of the strategies proposed in the Patesigned to build on the current
hospital model and work togethewvith the other strategiesi 2 Y SS{( abjeskbeld VaRMNE f I Y RQA
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overallgoal isto ensure that all Marylandersenefit from delivery system transformation through
improved quality of cee, better popuation health, and greater cosfficiency.

4. {OGFGS 2F al NBfFYyRQ&A | SIf 0 KSuppbrivi@&the RYA Y A & G NI
Progression Plan

The Plardevelopmentwassupported bythe SateQ @genciesncludingthe Department of Health and

Mental Hygiene (DHMH), the Health Services Cost Review Commission (HSCRC), and the Maryland

Health Care Commission (MHCC). These ageais®sill lead the oversight of ongoing implementation

and monitoring as health systems, payers, providers, and other stipgantities transform the

delivery system.

f ¢KS S5SLINIYSYyd 2F ISIfTGK FyR aSydrf 1 @3ASyS 65
the mission to promote and improve the health and safety of all Marylanders through disease
prevention, access to carguality management, and community engagement. DHMH is divided
into four major divisions: Public Health Services, Behavioral Health, Developmental Disabilities,

FYR I'SFfTGK /NS CAYylFryOAy3ds gKAOK AyOfdzRSa GKS

9 The Health Services &dReview Commission (HSCRC) is an independent State entity of the
Department with statutory authority for maintaining the hospitalpdlyer system and setting
hospital rates and global revenues under that system. The HSCRC is governed by a group of
sevenvolunteer Commissioners appointed by the Governor and has@mnber staff.

1 The Maryland Health Care CommissfiHCC)s an independent regulatory agency whose
mission is to plan for health system needs, promote informed decisiaking, increase
accountaility, and improve access to cesftfective services. MHCC purstuessmission through
information gathering and dissemination, health policy analyses, regulatory authority, and
health planning. Its 15 Commissioners are appointed by the Governor witifaligg input.

5.al NBfFyRQa | St (K FouidaoNderSippodtify EddFobrigtioy 3 S Y

a | NE f HegltR @farmation ExchandellE)the Chesapeake Regional Information SystenCfar

Patients (CRISR3,uniquely positioned as a tool to supporansformation CRISK a private nofor-

profit enterprise governed by a volunteer board. CRISP focuses on supporting infrastructure needs that
can best be accomplished cooperatively, augmenting resources of payers, health systems, and
providers.

Hospitals in Maryland and Washington,,BGbmit near reatime admission, discharge, and encounter
information to CRISP. CRISP receives and exchanges information with several other facilities“in states
GKFG 02NRSNJ al NBf | yR® / those{of aQraditighdefEOG A 2y a SEGUSYR 0S5

/I wL{tQa 9yO2dzy iSNI b20AFAOFGA2Y {SNIWAOST 6KAOK y2i
when patients are hospitalized, has become a critical coordination service in the State. A new web

based capability to proaistely manage patient transitions allows a care manager to quickly and

efficiently detect recent inpatient and emergency department admissions and recent discharges. High

needs individualandtheir care team memberalsocan be identified through the newapabilities.

More thanone million Encounter Notifications are being sent and receiaedually a number that is

steadily growing ove2016

A key CRISP initiative is increased connectivity of ambulatory pradlieesambulatory integration
capabilitiesallow physicians to view clinical data and receive hospitalization alérts.helps to
coordinatefollow-up with patients who have had an acute episode &émdeach out to attending
physicians; monitor the prescribing and dispensing of drugs that cootentrolled dangerous
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substances; and view more comprehensive patient informaiiociuding treatments with other

physicians and pwiders to make more informed treatment plans. In addition, new automated reports

allow physicians and other providers tamnitor and improve qualitperformance, reduce redundant

testing and treatment, anéasily communicate treatments delivered. New capabilities automate
LIK@AaAOALY YR 20KSNJ LINEJARSNEQ 42 NJ28howsinZreaded R dzOA y 3
in ambulatory connectivity. As of the end of October 20d®re thanl,100 physicianare sharing

clinical and encounter data with CRISP and 4,200 more physicians are sharing encounter data only. This
represents a rapid increase in ambulatory connectivityrdkie past year, incorporating approximately

onel KANR 2F al NBflYRQa wmpInnn LKeEeaAOAlyaod

Figure 2 Ambulatory Connectivity: Number of Physicians Sharing Data with TRIERe in 2016
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CRISP is currently piloting two key strategies: (1) offering basscmanagement software as a shared
platform; and (2) supporting hospitaklected care management software with data feeBisth

programs will help to create an environment where risk assessments, care plans, care plan updates and
other important informdion and tools can be shared among hospitals, care managers, physicians and
other providers involved in the coordinated care of @nrolledpatient.

CRISP algwovidesreporting and analytics resources to inform decisioaking.These efforts fulfill

several different functions, including guiding care coordination, identifying populatowsproviding

metrics for care monitoring. Analytics data draw from multiple sources including Medicare data, HSCRC
case mix dataJ.S.Census and population datanéd CRISReported data and provider panel§hese

data are enriched with analytics and methodologies such as geocoding.

10
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These investments continually improve the richness of clinical information available at theopoarie
and the tools that are used faare coordination, both of whicére critical to the success oftMNE f | Y RQ &
progression efforts.

B. First Step Toward Provider Alignment Approvedare Redesign Amendment

Maryland stakeholdersecognized thagreater alignmentvith physicians and other praersand
transformation toolsare neededunder the AHPayer Modeto better serve patients. fie State
proposed and CMS approvea Care Redesign Amendment (Amendment) to the Agreement in
SeptemberR016. The Amendment aims to modify the Model by:
1 Implementing effective care management agltionic care management
1 Incentivizing efforts to provide highuality, efficient, and weltoordinated episodes of care
 {dzLILR2 NI AYy3I K2ALAGEf &Q | 0 Ahbshital @afe partylersQ@dnifo 6 2 NI
YR O2yiNRBf aSRAOINB O0SYSFAOAINRSAQ G2aGFt O2
The Amendment gives Maryland hospitdle opportunity to implementCare Redesign Programs
intended to improve health outcomes. Care Redesign Programs will
allow hospitals taaccess comprehensive Medicatata, share
resources, and offencentives to community physicians and
practitioners, plysicians that practice at hospitals and other
providers, collectively known as care partners. Maryland hospitals
will be able to share incentives for these prograsmsdong asare is| |
improved,hospitateveltotal cost of carggrowth benchmarks are | Improvements through
not exceeded, ad other requirements are metHospitals andheir | sharing data, resources, and
care partnersan leverage Medicare data for implementing, incentives.
monitoring, and improving their Care Redesign Programs

The Care Redesign
Amendment supports
hospitals and their partners
to achieve care

A portfolio of such programs will be developed over tifStarting in2017, hosgials can choose to
participate inone or both ofthe firsttwo Care Redesign Programs: The Hospital Care Improvement
Program (HCIP) and the Complex and Chronic Care Improvement Program (CCIP):

1 TheHospital CarémprovementProgram KHCIPwill be implemenéd by hospitals and physicians
with privileges to practice at a hospital.i$iCare Redesign Progranivesto improve the
efficiency and quality of inpatient episodes of cageencouraging effective care transitgn
encouraging the effective managemaesttinpatient resources; and promoting decreases in
potentially avoidable utilizationTheseefforts are expected tomprove quality and patient
satisfaction and reduce costs per acute care admission.

1 TheComplex and Chronic Care Progr&&[Pwill be implemented by hospitala collaboration
with community physicians and practitionefsstrives tof A y'{ Krasburdesifdmiariaging

to carefor the same populationsas well as patients with rising need$e approacis designed
to reduce potentially avoidable utilization anal facilitate overall practice transformation
towardsmore personcentered care

Through the AmendmenMarylandhosptals can promote greatdinkageswith their care partnerson
keyModel goalsincluding improving care management of complex and chatlyidl patients,
improving episodes of care, enhancing population health, and addressing the total cost of care.

TheCare Redesigirograms complement existing provider and pajeul efforts and jumpstart the

A2
ad

the care ofindividuals with severe anchronichealth issuesvith primary care provide@ S ¥ F2 NI &

{6808 O2YYAGYSYyG (2 RSEADSNE A84GSY GNI yAET2NNE G

existing accountability approaches. As new payment and deliygyoaches are introduced (e.qg.,
Maryland Comprehensive Primary Care MQ@egid as higiperforming models attract new providers

11
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and consumers, the Care Rededi®jogramsalsowill continue to evolve to meet the changing needs of
Maryland. Stakeholders and the State may choose to modify or eliminate Care Redegjgamver
time as they are replaced with more comprehensive delivery and payment approaches.

As new approaches @adeployed, Maryland will battentive to howpatients progress through the
continuum of programsnd the need for coordination and continuitgignificant emphasiill be
placed on theneed for new processes and harmonization of approactsethey are dsigned and
implemented staying cognizardf and responsive tthe experiences of both providers and patients.

The Amendment gives Maryland the flexibility to expand and refine Care Redesign Programs, based on
outcomes, learnings, and the changingleed a2 LIKAAGA O GA2Y 2F alayd@f I yYRQA
as well aghe needs of health care consumers. The State will deploy a process by which providers and
stakeholders make recommendations on enhancements to current programs or for the introduttion o

ySé LINPINIYa G2 YSSG GKS dzyAljdzS ySSRa 2F al NBEfl yR
Tt SEAOAfAGE fa2 AYLINR@OSA GKS {iGF (§StheMetdara L2y A A OSy
Access and CHIP Reauthorization Act (MA@RAYthe newfederal regulations and initiatives.

¢CKNRPdZAK (KA& FtSEAOGES FTNIYSE2N] = GKS ! YSYRYSyid 64
addressing systerwide health care outcomes and costs.

C. Accelerated Pace of Change

Demographic trends and enginmental factordncreasethe need to undertake the strategigsoposed

by this Progression Plan. Over the next ten years, Maryland will see a 37 percent increase in its
population over age 65 he aging of the population Wwiblrive up costs, because oldpersons use more
health care services; change the nature of needed services to address chronic diseases; and create a
greater need to have services accessible in convenient ways to persons with less mobility. These
challenges will have profound impaads (i K S  {cére delvéasystem, community and public health,
and Medicare and Medicaid budgetdoreover, these challenges are not unique to Maryharley are

on the horizon across the countdyor example, primary care providers will need to increglgifocus

on chronic care, including addressing medication management and social supports.

Thecurrent Agreement calls for Maryland to provi@MS withts plans for limitingotal cost of care
growth for Medicare beneficiaridsy the end of CY 2016. Sevelsdte initiativesare targeting different
aspects of health care deliveity ways that areonsistent with the
goals of the Agreementncluding the proposed Dual Eligible
Accountable Care OrganizatiGhCQ andthe Maryland
Comprehensive Primary Care Moda$ summarized in this
document.

The Progression Plan
provides a clear path to
address the pressures of
an aging population, and
works in concert with
Maryland and federal
policy priorities.

The federal policy environment encourages the typestitegies
proposed under the Plai€ongress authorized CMS to test a large
portfolio of payment and service delivery models that aim to achieve
better care for patients, smarter spending, and healthier
communities. ManyCMS innovation models are considterith Plan
strategiesto accelerate thedevelopment andesting ofnew payment andservicedeliverymodels

including accountable care; episodeased payment initiatives; primary care transformation; initiatives
focused ordual eligible individuajsandpartnerships withocal and regional stakeholders.

Followingthe inception of the AgreemenMACRA was enacted at the federal level and itdneated a
new frameworkby whichphysiciangan be encouraged and incentivized to embraakiebased care
delivey.al NBf I YRQ&a 202SO0AOS phisician@andloiNg @oviBesubjecttdl G Kg | & -
this legislation to participate in the Agreemetihirough the creation of care improvement programs

12
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Recognizing that CMS only recently issued final reguiatio implement MACRAhe Plan includes
preliminary concept®n howto accomplish thigransition. Marylandwill continue to work with CMS
and stakeholders to develop affidalize its strategies.

1.  Plan Overview

A. Vision

al NBf I yRQaAckevepeksBngentirad care? foster clinical innovation and excellence in care,
improve population health, and moderate the growth in costs, on a statewide basis and inpghgeall
environment through the transformation of the health care delivery system.

Maryland plansto achieveits vision by working toward three key gaal) improwe population heidth;

(2) improwe outcomesfor individuals and (3) control growth of total cost of car€hese goals guided the
development of theAll Payer ModeAgreement{Agreement) between Maryland and CM&ndthey are
reaffirmed in this Progression Pl@rlan)

Goal 1:Improve population health

1 Ensure adequate access to appropriate commuh#ged care¢o promote preventionand early
detection of disease

9 Identify andprovide additional resource®.g, increased acceds careand teambased supports,
effective coordinated treatment, medication management, behavioral health services, and other
service$for individuals with complex and chronic conditions to slow diegar®gression

1 Addressupstreaminfluenceson healthstatus includingpersonal health behaviorgehavioral
health issuesnd environmental factorparticulaty for vulnerablepopulations

1 Address socialeterminants @ health status and access to care througise management,
resources froncommunity organizations, and public supports.

Goal 2:Improve care outcomesor individuals

T 9yKFyOS GKS RSt icgnfeNd card d8paraaBimhi@ dppradéhNdiodsgie msed on
individual needsind goalsengages patients and families in decisinaking and educates patients
and caregivers oappropriatecare and recovery

1 Improveepisodes of care, reaching beyond individual evel&ssoncentered care usestate-of-
the-art health information toolgo make better information available at the poinf-care and to
coordinge care across the system

1 Increasesupports forcomplex and chronically ill patients émable them tomanagetheir conditions
effectively in order to prevenavoidableutilizationand complications of disease

1 Ensure adequate access to appropriate commuhbaged services so that individuals with complex
and chronic health issues, including behavioral health,aatinue living and receiving care in the
community;

1 Improve coordination of care across settings, reducingisés, medication errors, anegative
healthoutcomes

1 Reduce health caracquired conditions and complications of care

Goal 3:Control gravth of total cost of care

1 Strive to achievéhe first two goaldi.e., improving population health and improving care outcomes
becausehe most effectivestrategy for reducing the need fhigh-cost settings and interventions is
to keeppeople healtly and well supportedn the community

13
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1 Provide an early and intense focus on-fee-service(FFSMedicare anddual eligiblebeneficiaries,
since thesgopulations are rapidly growingave higher needs and underdeveloped supports.

1 Transform and align payent and delivery systems around the core goalsrgirovingoutcomes
and health,and therebysupporting highvalue caren appropriate setting.

1 Supportall types ofprovidersin organizingo take increasing accountability for cost and care
outcomes

9 Align public health and community organizationgtovidechronic illness managemestipports
that enablevulnerable individualand their familiego function safelyin their homes and in the
community.

B. Scope ofProgressiorPlan

The Progression Plan wdlhgage Maryland hospitglphysiciansandother providers irtransformingthe
way care is providedhe Plan is designed to improve care and outcomes for all Marylaridess.
immediateimplementationfocuswill be a targeted subset aipproximately800,000MedicareFFS
beneficiariesmany of whomwould benefit from more robustare management structuresmong
these, thedual eligiblepopulationand patientswith chronic and complex conditiongill be prioritized.
While a subset of the population Whe targeted for care management intervent®mther efforts in
the Plan will seek to target the broaderaviylandpopulation, includingnore robust prevention and
support that will helphose withmoderaterisk to prevent future high utilization.

The Panwill affectsix million Marylandrsandmore than$20 billion in annual health spending).
includes strategies that address-pHyer hospital revenues, Medicare spending outside of hospitals, and
Medicaid costs fodualeligibles (Figure3).

Figure3. Costs Addressed by Progression Plan

Approximate CY 2015 Figures

For 6 million Marylanders, including ~800k Medicare FFS Beneficiaries

All Payer Hospital Revenues (including Medicare)

For Maryland Residents S oo
Medicare FFS Non-Hospital Spend and Other $4.4 billion
Medicaid Costs for Dual Eligible Patients $1.7 billion

Total Costs to be Addressed in the Progression Plan $20.9 billion

C. Plan AccountabilityStructures

Asthe Progression Plan is implemenigte State and CMS will need to carefully consider how the
variousinitiatives and accountability structures will interact for all pay®rk must be done to

determine how the finances of multipiEructures/programswith shared savings from payesperating

in the same markets will be handldtiwill be important to ensurehat shared savings from payers are

uniquely attributed to one accountdlily structure.Measures and monitoring systems will be created to
understand theémpact of initiativeson Medicare, Medicaid andommercialpatients, payersand

providers¢ KA & oAttt 0SS FFLOAtAGFGSR o6& al NEftienfddev&@a &G NPy 3
data.
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Incentivespaid to providerswithin payment systems shoul@inforce Model goaland should support

the goals of accountability structureghe financing of feéor-service provider incentivesre captured

in the cost of care within their respective accountability structuidswever as new payment

structures are introduced with prepaid components, such as the prepaid care management fees and
prepaid evaluation management fees that are part of the CMS @eimepsive Primary Care Plus
approach(which Maryland plans to propose as part of tMaryland Comprehensive Primary Care

Model), it will be important to ensure that these payments are captured in the accountability structures.

D. Plan Development Process

Mard f | y FP@y&r ModelfAgreement has been supported by a robust stakeholder process, which
started prior to implementation in 2014 and has continued through the development of this Progression
Plan.

The Department of Health and Mental Hygiene (DHMH) aedHealth Services Cost Review
Commission (HSCRC) convened an Advisory Council of the highest levels of leadership representing
health care providers, payers, consumers, national experts, and State agencies. The Auvisailyhas
counseledhe HSCRC oanitial implementation and progress of the Model and has been considering the
key elements of this Plan for approximately one y&ariding Principles developed by the Advisory
Councilandpublished in two Advisory Council repo¢i&nuary 2014 repodnd July 206 reporf) were

used for thedevelopment of the Plan:

1. Focus on meetinthe Modelrequirements

2. Meet budget targets while making important investments in infrastructure and providing
flexibility for private sector innovatian

HSCRC should play the rolesegfulator, catalyst and advocate

Consumers should be involved in planning and implementation

Physician and other provider alignment is essential

An ongoing, transparent public engagement process is needed.

TheDHMH HSCR@ndthe Maryland HealttCare Commission (MHCEQnvened several workgroups
and subworkgroups to formulate specific details of the Pl@heStatealsoreceived input directly from
manystakeholdersMore than200peoplewere actively involved in the development and review oisth
Plan. The Plan was posted for public comnmamthe DHMH andHSCRC websgandsent through
stakeholder distribution listto hundreds of consumers, providers, and other stakeholders throughout
the State DHMH and HSCRC also presented the plans tMérgland State égislature. The State
received mput from a significant numbesf people representing consumers and all types of health care
stakeholders.The State also receiveeltiers of support which weresubmitted to Marylan@ Governor.

ok w

I\V. Theory of Action

al NBf | Jpayer Blodel, fwhile successful in limiting hospital cost growth and improving key quality
indicators, does not have the tools needed to fully address total cost of Taselistain the success of

the Model and leverage its success tloe good ofall Marylanders particularlythe aging population

more must be done to thoroughly address total cost of care and the factors that drive costs and quality
FONR&aa Ittt LINEJARSNA ®imprave tNRoberalyrRalE of Mjfahdyfesidefits | OG A 2 y
and tocreate coordinated, perseoentered care that results in reductions in potentially avoidable

utilization, moderated growth in total cost of care, and higher quality care across the continuum of

providers in the health care system.
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A. Logic Model

The logic model, shown Figure4 below, offers a visual representation of the context, inputs, activities,
outputs, and outcomes expected from tlgogressiorPlan. This diagram was first used in the
application submitted to CMS in Septembé&X13 to depict how the State initially envisioned the All
Payer Model. The logic model has been updated to reflect the context and outputsaaedogith the
Progression Plan.

An important part of the context for the Progression Plan is thd?Aller Modeltself, which is the

starting point for the Progression Plan. Federal flexibility is particularly critical for the Progression Plan

as the Medicare Access and CHIP Reauthorization Act (MACRA) is implemented and system investments
in infrastructure are braght to scale with their expected lortgrm return on investment. The outputs,

which have been updated based on the progression of the Model, include alignment of incentives and
measures across all providers, gradual increases in responsibility for olg@mecosts and

infrastructure that is shared among providers. The ultimate outcoomeginueto be better health,

better care, and lower per capita costs.

Figure4. Progression Plahogic Model
LOGIC MODEL

Political, policy, legal, economic, population characteristics,

external environmental factors (e.g., disaster/pandemic),

All-Payer Model

Contexts

Healthcare

Inputs system/infrastructure

Fiscal resources Federal flexibility

State regulatory decisions and support

Activities
{system
reform focus)

Healthcare industry decisions/responses

Individual provider responses/behaviors

» Tools to align providers across the system including aligned measures and incentives

Outputs

{reform tools) * Increased accountability for outcomes and costs

* Shared resources for infrastructure

Direct Better coordination Increase in care provided Improved patient
Outcomes hetween providers in lower cost settings satisfaction
Indirect Reduction in Reduction in Reduction in
Qutcomes avoidable utilization adverse events/errors disparities

Final
Outcomes

Better Care Better Health Lower per capita costs
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B. Driver Diagram

The Driver Diagram ifgure 5 initially 8 @St 2 LISR Ay

H N MRayeFNodEl appliddtord, | Y RQ &

depicts the system drivers that were identified to accomplish the specific aims of the current Model. The
Diagram depicted a statewide health care system that continuously achieves better toeddtr,care,
and lower expenditures based on the achievement of the primary and secondary drivers.

To reflect how the Progression Plan builds on the original framework and intent of tRaydr Model,
the Driver Diagram has been updated with new Aimereate incrementahccountability for Medicare
total cost of care as well as Medicaid cfsir dual eligiblebeneficiaries. The overall Aim to achieve the
goals of better care, better health, and lower costs driven by a pecsotered approach to health care
that optimizes outcomes and value for all Maryland residents was extend&@dyears and
acknowledgestte context of the Model environment.

Additional Primary and Secondary Drivers depict the efforts that will be made to further the success of
the Model through programs that harmonize providers through aligned incentives and measures, the
provision of morecomprehensive data, greater focus on persmntered care, datariven activities,

and care management strategies, as well &cas on prevention.

Figureb. Progressio PlanDriver DiagramlUpdates Depicted in Blue

AIMS

Achieve the goals of better
care, better health, and
lower costs driven by a

person-centered approach
to health care that optimizes
outcomes and value for all
Maryland residents

1. Reduce total all payer per
capita hospital expenditures
* Decrease hospitalizations
* Decrease ED use
« Match patients with
appropriate care setting

2. Improve quality and health

» Focus on complex and
high-needs patients

« Decrease admissions

» Decrease healthcare-
acquired conditions

« Improve efficiency and
quality of episodes of
care

3. Improve population health
measures

4. Limit the growth in
Medicare total cost of care,
as well as the Medicaid
costs for dually eligible
beneficiaries

5. Consider all patients,

all payer principles and

their application in the
development of models,
measures, and infrastructure

Primary Drivers

Coordinate interdisciplinary care
across settings and providers

Improve clinical processes

Improve patient and caregiver
engagement and education

Improve access to care

Improve communications across
providers, patients and settings

Enhance and align outcome
measures and financial
incentives for
all types of providers

Data-driven continuous process
improvement

Focus on prevention
and health

‘7

Secondary Drivers

* Whole person care management and care planning

* Effective transitions across settings and as care needs
change

* Data-driven population care management

* Effective management of chronic and co-morbid conditions
* Effective medication management
* High-quality, effecient episodes of care

* Patient self-management
* Informed and shared decision-making
® Patient engagement

* Integration with Patient Centered Medical Homes
* Enhanced, community-based behavioral health

* Sharing information at the point of care
* Optimal HIT use and information sharing

* Effective patient and caregiver communication
* Shared-decision-making

* Incremental accountability for cost and quality
* Standardized clinical measures

® Shared savings

* All-payer innovations

* Peer-based, rapid cycle learning
* Enhanced data capture and analysis

* Population health plans
* Patient education

17



Maryland Al-Payer Model Progression Plan
December 162016

C. Potentially Avoidable Utilization: Cost Driversaand Progression Strategies

This document outlines the Plan strategies that Maryland will use to creat®pcentered care and
reduce potentially avinlable utilization. The strategies include core delivery system transformation
components tlat address total cost of care, such é:the global revenue system with new geographic
valuebased incentives and associat€édre Redesign Progran(®) the Maryland Comprehensive
Primary Care Mode(3) postacute and longerm care initiatives; an@) Dual Eligibl&COs Core
transformation components will be supported by accountability structures and also by strategies that
will be applied to every component (e.teveragingMACRAricentives and aligning measures/incentives
across components).

Figure &depicts the expected types of reductions in potentially avoidable utilization that will be driven
by each of the core transformation componertisd accountability structureshown in two major
categories(1) complex and chronic care managemegmtd (2) coordination and higiguality, efficient
coordinatedepisodes.

Figure 6 Reductions in Potentially Avoidable Utilization Driven by Components of Progression

Maryland believes that deploying the components of the Plan and achieving addetion of improved
clinical practices with supporting payment mechanisms will result in improved outcomes and give
Maryland the opportunity to fully manage total cost of care through:
1 Fewer potentially avoidable admissions and readmissions by managimgchnd complex
conditions and delivering care in the best setting at the right time
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